Figure 2. Colonies of aspergillus in trachea

Discussion
This case is of interest not only because of the multiplicity of diagnoses but also because of the questions raised about the relationship between the various diseases. His history of alcohol abuse undoubtedly contributed to the development of porphyria cutanea tarda and hepatic cirrhosis which may in turn have contributed to the development of mesangioproliferative glomerulonephritis'r'. The contribution of sarcoidosis to the development of the renal lesion is less clear, although there have been reports of mesangioproliferative glomerulonephritis occurring in sarcoid", Pulmonary aspergillosis is a well recognized complication of pulmonary sarcoidosis, although this is usually in patients with severe, and often cavitating, disease':". Infection can, however occur when the chest X-ray is normal or shows only minor changes". Invasive infection is uncommon and it seems likely that this man had longstanding low-grade colonization with aspergillus which only became invasive as he became more immunosuppressed terminally.
Finally, this case leaves us with the paradox that, despite a 10-year history of bone marrow abnormalities, we could not predict or prevent the ultimate development of acute myeloid leukaemia. Whether his longstanding anaemia and marrow hypercellularity contributed in any way to the development of leukaemia remains a matter for speculation. The anaemia of sarcoidosis is often multifactorial with chronic disease, hypersplenism and bone marrow infiltration all playing some part. Although there have been reports of solid tumours and both Hodgkins and non-Hodgkins Journal of the Royal Society of Medicine Volume 84 June 1991 369 lymphoma occurring in association with sarcoidosis'r" there have been no previous reports of acute leukaemia complicating sarcoid. The association with solid tumours and lymphomas is controversial since granulomata may occur as a reaction to the tumour':", One can speculate on the effects of bone marrow granulomata on local cell growth and differentiation since it is well recognized that local influences are of critical importance in haemopoietic differentiation and development'". Granulomata may produce many lymphokines and other biologically active moleculesII, all or some of which may affect haemopoietic events. Furthermore, the associated impairment of cellular immunity may lead to defective immune surveillance and therefore facilitate the expansion of malignant clones. This is the first reported case of acute myeloid leukaemia complicating sarcoidosis and it highlights both the multisystem nature of the disease and many of the difficulties encountered in diagnosis and management. 
Case reports Casel
A 35-year-old man presented with thyrotoxicosis due to a small TSH-secreting pituitary tumour. Partial transsphenoidal hypophysectomy was performed through the right ethmoidal sinus with a skin incision medial to the canthus. The wound and eye were padded for 10 days. When the pad was removed he complained of diplopia. On examination a right hyperphoria was present. Right superior oblique underaction with marked overaction of the contralateral synergist was demonstrated on Hess chart (Figure 1 ). The palsy resolved within 3 months of surgery. 
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Case 3
A 16-year-old girl presented with a recurrent dermoid cyst at the right fronto-ethmoid suture. Eight years before it had been removed through a midline incision. The recurrence was removed through a bicoronal flap to avoid further facial scars.
There was marked postoperative swelling and one month later, when she was able to open her eye, she complained of diplopia. Five months later this had not resolved. On examination her head was tilted down and to the left. A right hyperphoria was present with upshoot of the right eye on adduction. Right superior oblique palsy was confirmed on Hess chart. Eight months later the Hess chart showed little improvement.
Discussion
All three patients described developed unilateral superior oblique palsy following ethmoidal surgery.
Damage to the trochlear may have occurred. However, such damage would be more likely to produce fibrosis of its synovial sheath with restriction of tendon movement. This would result in an acquired superior oblique tendon sheath or Brown's syndrome with limitation of elevation but not depression in adduction. This has been reported following frontal sinus surgery",
The periosteum under the trochlear may have been elevated during surgery. It would have been replaced towards the end of operation and kept in position by tamponade from orbital contents. Any resulting diplopia would be of short duration. Such a mechanism could explain the finding in the first patient but would be unlikely in the other two in whom the diplopia has lasted many months.
Superior oblique palsy has been reported following ethmoidectomy through a nasal approach", However, extensive damage with partial removal of the medial rectus and oblique muscles was noted. In the three cases described above no other muscles were involved. It is unlikely that the superior oblique muscle, which is well protected in the orbit, was directly damaged. Direct damage to the trochlear nerve, which enters the muscle postero-Iaterally, is also unlikely.
A small midbrain infarction due to transient hypotension is no more than a remote possibility.
Postoperative ischaemia of the superior oblique muscle must be considered. The blood supply to superior oblique is variable. Hayreh has shown that it may be supplied by arteries from five possible sources'. These comprise the anterior and posterior ethmoidal and supra-orbital arteries, branches from arteries to other muscles and direct branches from the ophthalmic artery. In the first patient the anterior ethmoidal artery was identified and mobilized. In the second patient it was tied. It is possible that branches to superior oblique were damaged during surgery. In the third patient branches from the supra-orbital artery to superior oblique may have been torn when the bicoronal flap was mobilized. The reduction in blood supply to the muscle in all three cases may have been sufficient to produce dysfunction. We consider this the most plausible explanation.
